Reprinted  from  Glasgow  Hospital  Reports , 1899. 


CASES  FROM  THE  WARD  FOR 
DISEASES  OF  WOMEN,  GLASGOW 
ROYAL  INFIRMARY,  BY  J.  K. 
KELLY,  M.D. 


Digitized  by  the  Internet  Archive 

in  2016 


https  ://arch  i ve . o rg/detai  Is/b24934082 


CASES  FROM  THE  WARD  FOR  DISEASES  OF  WOMEN 
GLASGOW  ROYAL  INFIRMARY. 


By  J.  K.  KELLY,  M.D., 

Lecturer  on  Gynaecology,  St.  Mungo's  College. 

CASE  1. 

Haematoma  of  left  tube  and  ovary  occurring  during  pregnancy.  Left 
hydrosalpinx.  Removed  by  abdominal  section.  Pregnancy  un- 
interrupted. 

Mrs.  C.,  aet.  27.  One  child  eighteen  months  ago.  Admitted 
l()th  February,  1899. 

Report  on  Admission. — Patient  has  not  menstruated  for 
three  months,  the  last  period  occurring  in  end  of  October. 
For  the  last  two  and  a half  months  she  has  not  felt  well, 
being  weak  and  easily  tired.  She  also  was  troubled  with 
nausea  in  the  morning  though  she  never  vomited.  She  never 
had  any  discharge,  nor  was  there  any  abdominal  pain  till 
the  present  attack. 

On  Tuesday,  7th  February,  she  complained  of  a sharp 
cutting  pain  in  left  iliac  region,  so  severe  as  to  cause  her  to 
cry  out  and  to  constantly  change  her  position  in  bed  in 
attempts  to  get  relief.  She  had  no  discharge  of  blood.  This 
pain  has  continued,  with  occasional  extreme  paroxysms,  with- 
out much  intermission  up  to  the  present  time,  and  is  increasing 
in  severity.  Her  diet  has  consisted  mainly  of  milk  and  soda- 
water,  as  solids  increase  the  severity  of  the  pain  complained 
of.  She  took  large  doses  of  purgatives  with  the  intent  of 
getting  relief,  but  without  avail.  The  bowels  moved  freely 
on  the  7th,  but  have  not  moved  since.  On  the  7th  and  8th 
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the  pain  was  so  severe  as  to  prevent  her  sleeping.  On  the  9th 
she  slept  after  a morphia  suppository.  She  has  not  had  any 
rigors  nor  any  collapse,  but  she  states  that  on  Sunday,  5th 
February,  when  in  church,  she  almost  fainted,  but  the  faint- 
ness was  not  preceded  or  accompanied  by  any  abdominal  pain. 
Patient  was  quite  well  after  her  confinement  eighteen  months 
ago,  which  was  easy  and  uncomplicated,  and  nursed  her  child 
for  ten  months.  In  her  first  pregnancy  she  had  no  morning 
sickness,  but  this  has  been  marked  during  the  present 
pregnancy. 

Patient  is  flushed,  and  has  an  expression  of  being  in  pain. 
Pulse  106,  resp.  26,  temp.  99'6°,  rising  at  night  to  100°.  A 
hypodermic  of  morphia  given,  ,}  gr.,  and  at  midnight  again 

4 gr- 

11th  February.  Physical  Examination. — Urine  normal. 
Cardiac  and  pulmonary  signs  normal.  Breasts  secreting. 
Abdomen  is  rather  protuberant,  dulness  reaching  above 
umbilicus,  but  on  removal  of  22  oz.  of  urine,  dulness  and 
feeling  of  tumour  come  about  two  inches  below  umbilicus. 
Hypogastrium  is  extremely  sensitive  to  pressure,  tumour  is 
slightly  movable  from  side  to  side,  but  manipulation  causes 
great  pain.  Per  vaginam  the  cervix  is  found  enlarged  and 
softened,  close  behind  symphysis.  The  posterior  part  of  pelvis 
is  occupied  by  an  irregular,  tense,  and  extremely  sensitive 
tumour,  which  presses  into  the  rectal  lumen,  presenting  there 
a more  cystic  feeling.  Pain  continues  and  is  partially  relieved 
by  morphia  hypodermically. 

12th  February.  Catheter  was  again  required  this  morning. 
Pain,  as  before,  relieved  by  morphia.  Temperature  normal. 

It  was  evident  that  we  had  here  some  serious  complication 
of  pregnancy,  and  the  diagnosis  at  which  we  arrived  was 
ectopic  gestation  with  partial  rupture  and  formation  of  haema- 
tocele.  The  faintness  on  Sunday  was  taken  to  indicate  an 
internal  haemorrhage,  and  the  distress  setting  in  on  Tuesday 
and  continuing  till  admission  on  Friday  seemed  due  to  intra- 
pelvic  pressure  and  localized  peritonitis.  Some  doubt  was 
raised  by  (a)  the  mobility  of  the  tumour  in  the  abdomen, 

which  resembled  a pregnant  uterus  between  the  fourth  and 
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fifth  months ; (b)  the  absence  on  admission  of  signs  of  anaemia 
such  as  ought  to  have  followed  an  effusion  of  blood  sufficient 
in  quantity  to  cause  the  tumour  felt  in  Douglas’  pouch ; and 
(c)  the  absence  of  uterine  haemorrhage.  But  it  was  possible 
that  there  was  both  an  intra-  and  an  extra-uterine  pregnancy, 
and  the  bleeding  into  Douglas’  pouch  might  not  have  been 
very  free,  the  chief  mass  of  the  tumour  felt  in  the  abdomen 
being  evidently  not  haematocele,  and  possibly  unruptured  sac. 
Nothing  that  we  gathered  from  the  history  of  the  patient 
suggested  the  condition  found  at  operation. 

13th  February.  Under  anaesthesia  with  A.C.E.,  abdominal 
section.  Uterus  of  about  size  of  a four-months’  pregnancy  was 
found  immediately  under  the  parietes,  and  on  tracing  down 
the  left  tube  it  was  found  to  be  acutely  bent  backwards  and 
inwards,  and  adherent  to  bowel  at  the  place  of  bending.  The 
uterus  was  brought  out  of  the  abdominal  wound,  and  the 
ovary  and  tube,  which  were  black  and  gangrenous-looking 
and  adherent  all  round  in  Douglas’  pouch,  were  shelled  out  of 
their  adhesions,  raised  and  tied  off  at  the  bend.  There  was 
hardly  a drop  of  blood  lost.  The  right  ovary  and  tube  were 
normal.  The  uterus  was  replaced  in  the  abdomen  and  the 
wound  closed  with  sutures  passing  through  the  whole  thick- 
ness of  the  abdominal  wall. 

On  laying  open  the  dilated  tube  it  was  found  to  contain 
about  6 oz.  of  clear,  slightly  brown-coloured  fluid.  The  wall 
of  tube  about  \ inch  thick  on  an  average.  The  ovary,  about 
size  of  small  orange,  was  completely  infiltrated  with  blood, 
and  the  section  resembled  that  of  a spleen  (haematoma  of 
ovary).  The  accompan37ing  diagram  represents  the  position 
of  parts,  the  uterus  being  in  front. 

The  after diistory  need  not  be  given  in  detail.  The  pain 
ceased  after  the  operation.  The  catheter  was  required  three 
times.  The  bowels  were  moved  on  the  loth.  The  sutures 
were  removed  from  the  abdominal  wound  on  the  25th,  and  on 
the  29th  patient  was  allowed  to  go  home. — Note.  Mrs.  C.  was 
delivered  of  a female  child  at  term  on  6th  August,  1899. 
The  labour  was  natural  and  easy. 

So  far  as  I have  been  able  to  trace  I find  no  record  of  any 
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case  the  same  as  this.  Cases  of  torsion  of  the  pedicle  of  an 
ovarian  cyst,  and  even  of  the  normal  ovary,  cases  also  of  torsion 
of  the  tube  have  been  reported,  but  in  this  case  there  was  no 
torsion,  but  simply  an  acute  bend  at  the  inner  ends  of  tube 
and  ovarian  ligament.  The  condition  was  undoubtedly  due  to 
an  obstruction  to  the  flow  of  blood  through  the  ovarian  vessels 
on  the  left  side,  an  obstruction  also  commencing  in  the  veins, 
and  probably  therefore  due  to  something  of  the  nature  of  a 
twist  or  kink.  The  history  indicated  that  this  obstruction 
took  place  rather  suddenly  on  5th  February.  And  it  is  this 
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suddenness  that  gives  rise  to  the  chief  difficulty  in  the 
explanation.  For  a large  hydrosalpinx  had  no  doubt  been 
present  for  some  time,  probably  from  a period  long  antecedent 
to  the  pregnancy,  and  had  it  been  adherent  in  Douglas’  pouch, 
a gradual  impaction  in  the  pelvis  might  have  resulted,  and 
would  have  caused  corresponding  symptoms.  But  while,  of 
course,  the  tube  may  have  been  long  located  in  Douglas’  pouch, 
the  adhesions  found  at  the  operation  could  only  have  been 
present  for  a few  days,  and  had  evidently  originated  with  the 
haematoma.  Previous  to  this  attack  therefore  both  tube  and 
ovary  had  been  free  of  adhesions.  Something  else  than 
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adhesion  must  have  held  them  down  in  the  hollow  of  the 
sacrum  while  the  uterus  in  its  ascent  was  attempting  to 
pull  them  up.  This  something  will  always  remain  doubtful, 
but  probably  the  adhesion  to  bowel  found  at  the  bend  was 
a factor  in  the  cause.  By  this  probably  the  pedicle  of  tube 
and  ovary  was  fixed.  The  rising  uterus  dragged  up  the  part 
of  tube  and  ovarian  ligament  above  the  band  of  adhesion,  and 
made  the  angle  of  flexion  always  more  acute  until  a point  was 
reached  at  which  venous  stasis  below  it  commenced.  This 
would  at  once,  by  swelling  of  the  parts  below,  increase  the 
flexion,  and  from  that  point  the  haematoma  and  necrosis 
would  rapidly  proceed. 


RECENT  CASES  OF  EXTRAUTERINE  PREGNANCY  PRESENTING 

NOTEWORTHY  FEATURES. 

CASE  2. 

Rupture  of  early  extrauterine  pregnancy.  Complete  disappearance  of 

haematocele  by  absorption. 

Mrs.  W.,  aet.  29.  Ill  para.  Last  child  2 years  ago. 
Admitted  29th  March,  1899. 

Report  on  Admission. — Patient  was  healthy  up  till  three 
weeks  ago,  when  she  had  a miscarriage  at  two  months,  the 
last  menstruation  having  occurred  on  6th  January.  At  the 
time  of  miscarriage  the  haemorrhage  was  profuse,  and  con- 
tinued to  a less  extent  for  eight  days.  The  discharge 
contained  clots  at  first,  but  latterly  was  fluid  blood.  For 
the  last  few  days  it  was  serous  in  character  and  entirely 
free  from  blood.  Defaecation  is  accompanied  by  pain  in 
the  lower  abdomen.  Micturition  is  painful  and  slow,  and 
on  one  occasion,  24th  March,  the  catheter  had  to  be  used. 
Patient  has  never  had  any  attacks  of  faintness,  and  for  the 
first  week  continued  going  about  her  household  work.  For 
the  last  fortnight  she  has  been  confined  to  bed. 

o 

Patient  is  anaemic.  Temp.  10P8°,  pulse  80. 
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30th  March.  Physical  Examination. — Urine  normal.  Car- 
diac and  pulmonary  signs  normal.  The  abdomen  is  rather  full 
in  the  umbilical  region,  where  slightly  distended  coils  of  bowel 
are  evident  through  the  parietes.  On  palpation  a hard  mass 
is  felt,  forming  a ridge  passing  across  lower  abdomen  from  a 
point  three  inches  to  the  right  of  the  middle  line  to  an  inch 
and  a half  to  the  left,  the  highest  point  being  at  its  right 
extremity,  where  it  is  at  the  level  of  the  A.S.  spine.  From 
this  ridge  on  deep  palpation  the  mass  is  felt  to  extend  in  all 
directions.  Per  vaginam : the  cervix  is  found  displaced  for- 
wards ; the  posterior  part  of  the  pelvis  is  occupied  by  an 
irregular  somewhat  round  firm  mass  continuous  with  that  felt 
per  abdomen.  The  uterus  measures  3 \ in.  The  whole  mass 
is  slightly  movable.  Through  the  anterior  abdominal  wall  the 
fundus  uteri  can  be  definitely  marked  off  from  the  tumour- 
mass  lying  behind.  To  be  treated  by  rest,  hot  moist 
abdominal  compresses  and  hot  vaginal  douches. 

April  1st.  In  addition  to  free  movement  of  the  bowel  there 
is  a pretty  constant  discharge  per  anum  of  clear  jelly-looking 
semi-fluid  matter  accompanied  by  considerable  pain  and  feeling 
of  pressure. 

April  4th.  Tumour  in  abdomen  diminishing  in  size,  but 
condition  per  vaginam  very  little  changed. 

April  8th.  Very  little  of  the  tumour  can  now  be  felt  per 
abdomen.  The  fundus  and  indeed  the  whole  body  of  the 
uterus  is  now  freely  movable,  but  on  deep  pressure  the 
remains  of  the  haematocele  can  be  felt  behind  the  rierht  of 
the  uterus.  Per  vaginam  also  the  swelling  is  greatly  dim- 
inished, and  presents  now  the  form  of  a very  hard  and 
slightly  irregular  ridge  passing  transversely  across  Douglas’ 
pouch. 

April  13th  Effusion  still  diminishing. 

April  15th.  Patient  went  home  to-day.  Uterus  freely 
movable;  hardly  any  thickening  to  be  felt  behind  or  to 
either  side. 
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CASE  3. 

Rupture  of  extrauterine  pregnancy  at  fourth  month.  Uterine  haemor- 
rhage. Abdominal  section  ten  iceeks  after.  Successful  removed  of 
foetus,  placenta,  and  tube. 

Mrs.  M.,  aet.  33.  VIII  para.  Last  eight  months  ago.  Ad- 
mitted 12th  April,  1899. 

Report  on  Admission. — Patient  dates  the  onset  of  her 
illness  from  the  birth  of  her  last  child,  eight  months  ago, 
when,  just  before  the  birth  a severe  flooding  set  in,  which 
went  on  for  six  weeks  after  the  birth  of  the  child,  accom- 
panied by  clots.  For  a month  after  that  she  had  no  dis- 
charge, and  then  a normal  menstrual  period  occurred.  For 
four  months  thereafter  she  had  amenorrhoea.  This  was 
followed  by  another  flooding,  which  lasted  six  weeks,  during 
which  she  had  to  keep  bed.  This  flooding  came  on  with 
cramp-like  pains  and  patient  fainted  at  the  time.  Nothing 
like  an  ovum  was  observed  in  the  discharge.  The  discharge 
ceased  for  a week  and  then  began  again  a fortnight  ago, 
being  present  up  till  the  day  before  admission. 

Since  the  beginning  of  February,  when  this  flooding  came 
on,  patient  has  had  a severe  pain  in  the  right  iliac  region 
which  has  been  constantly  present,  and  has  been  accompanied 
by  rigors  and  profuse  sweatings.  For  the  last  six  weeks 
morning  sickness  has  been  present.  Occasional  pains  affect 
the  right  breast.  Is  troubled  with  frequent  micturition  and 
sometimes  retention  of  urine.  Since  the  birth  of  her  Cth 
child,  four  years  ago,  she  has  had  occasional  prolapse  of  the 
womb,  sometimes  complete. 

Patient  has  an  anxious  expression,  sallow  complexion,  and 
is  anaemic.  Temp.  96-8°,  rising  in  evening  to  99'2C,  pulse  70. 

13th  April.  Physical  Examination. — Urine  1030.  Trace 
of  albumen.  Pulmonary  signs  normal.  Blowing  V.S.  murmur. 
Areolae  dark,  some  secretion  from  left  nipple.  Abdomen  large 
and  flabby,  flattened  rather  than  protuberant.  On  palpation 
a firm  resistant  mass  is  felt  above  the  pubis  reaching  to  about 
two  fingers’  breadths  below  the  umbilicus  and  passing  more  to 
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right  than  to  left  of  middle  line.  Tenderness  is  more  marked 
on  the  right  side.  On  deep  palpation  this  mass  seems  to 
extend  in  all  directions.  Percussion  is  not  absolutely  dull 
except  over  a small  region  above  the  symphysis  and  slightly  to 
the  rio-ht. 

Per  vaginam : the  vaginal  walls  are  very  soft ; cervix 
enlarged  and  softened,  presenting  enlarged  follicles;  right  side 
of  pelvis  and  Douglas’  pouch  are  occupied  by  an  irregular 
firm  mass ; uterus  lies  close  behind  pubis,  cervix  is  in  usual 
situation.  Uterus  measures  3b  in.,  fundus  lying  directed 
slightly  to  left.  No  haemorrhage  in  the  meantime. 

For  the  next  three  days  patient  continued  in  much  the  same 
condition,  and  on  16th  April  there  was  a return  of  the  uterine 
haemorrhage.  Accordingly : 

17th  April.  Under  chloroform.  Abdominal  section.  Right 
tube  was  found  distended  in  outer  part  to  about  a diameter 
of  two  inches  with  blood-clot.  Below  this  a four  months’ 
foetus  was  found  of  a slaty -green  colour  and  with  tissues 
softened.  Outer  end  of  tube  was  tom  off  from  the  rest  during 
removal  and  on  raising  it  up  separately  there  was  some  bleed- 
ing from  the  ovarian  artery.  This  was  easily  controlled  by 
ligature  and  suture,  and  there  was  no  other  haemorrhage. 
The  placenta  was  removed  along  with  the  enlarged  tube  to 
which  it  was  partially  attached.  Douglas’  pouch  was  cleared 
of  several  clots.  The  abdominal  wound  was  closed  with  a 
single  line  of  sutures. 

The  further  course  was  uneventful.  The  sutures  were 
removed  from  the  abdominal  wound  on  29th  April,  and  on 
5th  May  patient  left  the  hospital. 

These  two  cases,  which  were  equally  happy  in  their  ending, 
present  instructive  features  both  of  resemblance  and  of  con- 
trast which  deserve  a brief  note. 

They  both  occurred  in  multiparae;  they  were  both  right- 
sided in  origin ; in  both  there  was  profuse  uterine  haemorrhage 
suggesting  abortion,  and  in  both  an  abdominal  tumour  resulted. 

The  points  of  contrast  may  be  more  distinctly  brought  out 
if  arranged  in  a tabular  form. 

o 
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A. 


B. 


(a)  Stage  of  advancement  of  pregnancy  at  time  of  rupture. 
Early,  probably  not  more  than  a About  four  months, 
month. 

( b )  Phenomena  accompanying  rupture. 


No  sudden  faintness. 
Gradual  loss  of  strength. 


Sudden  faintness. 
Immediate  loss  of  strength. 


(c)  Sequelae  of  rupture. 


No  urgent  uterine  symptoms. 
Uterine  haemorrhage  gradually 


Continued  and  alarming  uterine 
haemorrhage. 


ceasing. 

No  inflammatory  reaction. 


Inflammatory  reaction  (rigors, 
sweatings,  probably  elevated 
temperature). 


{d)  Ahdomino-pelvic  tumour. 
Gradual  rapid  disappearance.  Persistence. 

(e)  Pain. 


Gradual  and  finally  complete  Continuous  with  frequent  exacerba- 


It  is  impossible  to  lay  down  absolute  rules  for  the  treatment 
of  all  cases  of  extrauterine  pregnancy.  But  while  in  view  of 
the  immediate  danger  from  haemorrhage,  which  is  to  be 

o o 7 

dreaded  even  in  the  earliest  stages  of  pregnancy,  it  ought  to  be 
a rule  to  operate  on  all  cases  at  once  on  the  occurrence  of 
rupture,  this  rule  does  not  apply  when  the  patient  has  sur- 
vived the  rupture  and  its  consequent  haemorrhage.  The 
treatment  must  then  be  based  on  the  expectation  we  can  form 
as  to  the  course  that  is  likely  to  be  taken  by  the  haematocele 
and  its  contents. 

In  my  opinion  the  two  cases  detailed  above  illustrate  well 
the  principles  that  should  guide  us  in  this  expectation.  In  A, 
seen  for  the  first  time  three  weeks  after  rupture,  the  symptoms 
gradually  diminished  in  urgency,  the  tumour  was  rapidly 
absorbed,  and  the  uterine  reaction  gradually  ceased.  The 
embryo  had  died  at  probably  so  early  an  age  that  its  absorption 
would  not  be  more  difficult  than  the  absorption  of  ordinary 
blood-clot.  In  B,  on  the  other  hand,  the  pregnancy  had 
advanced  so  far  before  rupture  took  place  that  the  foetus  and 
placenta  would  form  materials  exceedingly  difficult  of  removal 


cessation. 


tions. 
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by  absorption,  if  indeed  such  removal  could  at  all  be  considered 
possible.  The  rupture  had  taken  place  ten  weeks  before  the 
patient  was  first  seen,  and  there  was  still  a considerable  ab- 
domino-pelvic  tumour.  Absorption  might  have,  and  probably 
had,  occurred  to  some  extent,  but  had  stopped  far  short  of 
complete  removal  of  the  haematocele  and  its  contents.  Besides 
this  there  was  severe  and  long-continued  uterine  haemorrhage, 
which  was  itself  an  evidence  of  the  malign  influence  of  the 
diseased  pelvic  condition.  To  this  I have  referred  in  a paper 
on  Extrauterine  Pregnancy  in  the  Glasgow  Medical  Journal 
for  June,  1898,  and  I regard  it  as  an  important  indication  of 
the  necessity  for  operative  interference.  To  all  this  was 
added  the  fact  that  the  whole  organism  was  affected  injuriously 
by  the  pelvic  inflammation  constantly  present  and  frequently 
aggravated. 

Probably  therefore  it  should  be  regarded  as  a trustworthy 
rule  in  the  cases  seen  some  time  after  rupture  has  occurred, 
not  to  interfere  except  by  assisting  absorption  when  the 
tumour  is  lessening  in  size  and  uterine  reaction  is  absent,  but 
in  all  other  circumstances  to  operate. 

It  will  be  observed  that  in  Case  B the  patient  came  under 
observation  eight  months  after  she  was  delivered  of  her  eighth 
child.  Two-and-a-half  months  after  delivery  she  had  what 
she  considered  a normal  menstruation,  and  this  was  followed 
by  the  extrauterine  pregnancy  which  was  terminated  by 
rupture  at  the  end  of  four  months.  There  was  therefore  an 
interval  of  only  two  and  a half  months  between  the  intra- 
uterine and  the  extrauterine  pregnancies.  A still  shorter 
interval — about  four  or  five  weeks — seems  to  have  marked  the 
following  case,  which  is  remarkable  in  other  respects. 

CASE  4. 

Rupture  of  extrauterine  pregnancy  at  second  month.  Uterine  haemor- 
rhage. Abdominal  section  six  iceeks  after.  Removal  of  tubal  mole. 
Recovery  complicated  by  uraemic  (?)  symptoms. 

Mrs.  Q.,  aet.  21.  One  child  four  months  ago.  Admitted  11th 
May,  1899. 
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Report  on  Admission. — Patient  complains  of  severe  pain 
in  the  lower  part  of  the  abdomen,  accompanied  by  haemorrhage, 
which  has  been  present  for  about  six  weeks.  Four  months 
ago  she  had  a child,  which  she  nursed  for  two  months. 
Menstruation  returned  a month  after  the  confinement,  appear- 
ing normal  in  character.  This  was  followed  by  a period  of 
amenorrhoea  for  eight  weeks,  but  without  morning  sickness. 
This  was  succeeded  by  a pain  in  the  left  mammary  region, 
which  patient  thinks  was  due  to  a fall.  This  pain  was  so 
severe  that  it  affected  her  breathing.  It  has  gradually  moved 
down  to  the  left  iliac  and  hypogastric  regions,  and  has  been 
present  ever  since,  and  has  been  so  severe  as  to  prevent  her 
sleeping  at  night.  Three  days  after  the  onset  of  the  pain 
discharge  from  the  uterus  came  on,  and  has  been  present  since, 
although  it  has  not  been  much  in  quantity.  At  first  there 
were  stringy  materials  in  it.  Dyspareunia  has  been  severe 
since  the  onset  of  the  above  symptoms.  Defaecation  has  been 
painful  for  the  last  fortnight,  but  no  blood  has  passed  per 
rectum.  The  faeces  were  dark  in  colour.  Patient  has  not 
fainted  at  any  time  during  the  present  illness.  She  has 
always  been  a healthy  woman. 

12th  May.  Physical  Examination. — Patient  is  florid  and 
well  developed.  There  is  a feverish  flush  on  cheeks.  Tongue 
coated  with  white  fur.  Temp.  101'2°,  pulse  105.  Urine  albu- 
minous. Cardiac  and  pulmonary  signs  normal.  Eespirations 
20.  Abdomen  distended.  Tenderness  on  palpation  over  iliac 
and  hypogastric  regions.  Fulness  in  left  iliac  region  passing 
across  into  right  side.  Fulness  with  resistance  over  the  whole 
tender  area.  Per  vaginam : uterus  is  carried  forward  near, 
but  not  quite  close  to  symphysis.  Whole  posterior  part  of 
pelvis  is  occupied  by  a tense  and  rather  elastic  tumour  con- 
tinuous with  that  felt  per  abdomen.  There  is  some  uterine 
haemorrhage. 

The  pain  and  haemorrhage  continued  after  admission,  and 
the  general  condition  deteriorated.  Temperature  rose  on  13th 
May  to  1()2'2°.  The  pain  was  exceedingly  severe,  and  necessi- 
tated the  use  of  morphia  hypodermically  every  evening,  and 
even  with  that  the  sleeplessness  persisted. 
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14th  May.  Abdominal  Section. — Omentum  greatly  thick- 
ened and  blood-stained,  adherent  to  abdominal  parietes  and  to 
sac  of  haematocele.  Bowel  also  adherent  over  haematocele. 
Sac  opened  and  cleared  of  clots.  Right  tube  and  ovary 
removed.  Tube  in  nearly  its  whole  length  about  an  inch  in 
diameter  and  tilled  with  firm  blood-clot,  which  slightly  pro- 
truded at  the  gaping  ostium  abdominale.  No  embryo  found. 
Glass  drainage  tube  left  in. 

So  far  as  regards  the  extrauterine  gestation,  the  further 
history  of  the  case  might  be  summed  up  by  simply  saying 
that  the  recovery  was  uninterrupted.  The  drainage  tube  was 
removed  on  17th  May.  The  gauze  drain  then  left  in  was 
removed  in  other  twenty-four  hours.  The  bowels  moved  on 
the  day  following  the  operation.  The  urine  was  passed 
naturally.  The  sutures  were  removed  on  28th  May,  and 
patient  left  hospital  on  6th  June. 

But  it  will  be  noted  that  the  patient  had  albuminous  urine, 
and  that  she  several  times  had  morphia  injections  for  the 
relief  of  the  pain,  and  it  is  possible  that  these  two  facts  account 
for  the  phenomena  that  followed  the  operation,  and  that  were 
at  first  suspected  to  indicate  a commencing  septic  meningitis. 
The  report  is  so  interesting  that  it  is  worth  giving  in  full  for 
the  first  few  days  after  the  operation. 

14th  May.  Operation  at  12  noon. 

12.30  p.m.  Temp.  98-6°,  Pulse  94,  Respirations  31.  Had  a 
stimulant  enema. 

1 p.m.  Very  restless.  Morph,  hypod.  ^ gr. 

4 p.m.  T.  100  6°,  P.  10G,  R.  24.  Nutrient  enema.  Dressings 
stained  ; changed. 

8 p.m.  T.  103-2°,  P.  95,  R.  22.  Passed  11  oz.  urine  naturally. 
Nutrient  enema  with  20  gr.  quinine. 

12  p.m.  T.  102‘2°,  P.  100,  R.  16.  Had  morphia  ^ gr.  hypoder- 
mically at  10  p.m.,  and  was  sponged  with  spirit  and  water. 
Has  been  sleeping  for  a short  time.  Passed  3 oz.  urine. 
Had  4 oz.  nutrient  enema. 

15th  May.  4 a.m.  T.  102°,  P.  110,  R.  16.  Has  been  quiet,  dozing 
nearly  all  the  time.  No  sickness.  Passed  6 oz.  urine  and 
flatus  from  bowel. 
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8 a.m.  T.  101  *8°,  P.  112,  R.  14.  Bowels  have  moved  freely. 
Urine  lost. 

12  noon.  T.  102,4°,  P.  112,  R.  20.  Has  had  sips  of  hot 
water,  G drachms  brandy  and  water  and  4 oz.  beef  tea 
by  the  mouth.  Passed  8 oz.  urine.  Dressings  stained ; 
changed. 

4  p.m.  T.  102-4°,  P.  108,  R.  17.  Has  had  | oz.  brandy  and  9 
oz.  soda  water  and  milk.  Passed  4 oz.  urine  and  a small 
hard  faecal  motion.  Has  dozed  a good  deal. 

8 p.m.  T.  102-4°,  P.  112,  R.  18.  Had  a seidlitz  powder 
and  has  had  several  loose  stools;  seems  to  have  defective 
control.  Has  had  3 oz.  soda  water  and  milk  and  i oz. 
brandy. 

12  p.m.  T.  102-8°,  P.  120,  R.  16.  Has  had  12  oz.  milk  and 
lime  water,  ^ oz.  brandy,  and  gr.  morph,  hypod.  Passed 

5 oz.  urine. 

16th  May.  4 a.m.  T.  102-6°,  P.  120,  R.  18.  Has  had  | oz.  brandy, 

6 oz.  milk  and  lime  water.  Vomited  a little  watery  fluid. 
Has  had  one  small  loose  stool. 

8 a.m.  T.  10U60,  P.  116,  R.  16.  Has  passed  8 oz.  urine.  Has 
had  16  oz.  milk  and  lime  water  and  1-  oz.  brandy. 

12  noon.  T.  101-4°,  P.  114,  R.  16.  Has  had  8 oz.  milk  and 
lime  water.  Passed  3 oz.  urine.  Dressings  changed. 

4 p.m.  T.  101-4°,  P.  115,  R.  17.  Has  passed  3 oz.  urine. 

Vomited  twice.  Has  had  8 oz.  milk  and  soda  water. 

8 p.m.  T.  100"4,  P.  116,  R.  16.  Has  passed  6 oz.  urine.  Had 
1 oz.  brandy  and  1 oz.  milk  and  soda  water. 

12  p.m.  T.  99-4°,  P.  114,  R.  20.  Has  vomited  a good  deal. 
Slept  and  dozed  a good  deal,  but  for  a short  time  was  very 
excitable.  Had  2 drachms  brandy  with  soda  water  and 
4 oz.  nutrient  enema. 

17th  May.  4 a.m.  T.  99°,  P.  108,  R.  20.  Has  passed  9 oz.  urine. 

Had  £ oz.  brandy  and  6 oz.  milk  and  lime  water.  Vomited 
sour  smelling  brown  fluid. 

8 a.m.  T.  98-6°,  P.  106,  R.  20.  Has  had  4 oz.  nutrient  enema. 
Has  been  at  times  very  excitable.  Has  vomited  twice. 
Has  been  very  unreasonable,  and  insists  on  moving  about 
in  bed.  Had  a free  movement  of  bowels  and  passed  urine. 
I gr.  morph,  hypod. 
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12  noon.  T.  100°,  P.  121,  R.  11.  Has  been  very  noisy  and 
obstreperous,  sometimes  lies  almost  on  her  face.  Face 
livid.  Teeth  clenched.  Pupils  widely  dilated.  Passed 
urine  in  bed.  General  twitching  of  face  and  hands  after 
the  outburst.  Has  had  3 oz.  nutrient  enema. 

3.30  p.m.  T.  101 '6°,  P.  124,  R.  12.  Has  had  8 oz.  nutrient 
enema.  Passed  G oz.  urine.  Patient  has  dull  lethargic 
expression.  Face  flushed  and  breathing  Cheyne-Stokes  in 
character.  Pulse  full  and  bounding.  Has  lain  all  day 
without  speaking  or  appearing  to  know  what  is  going  on 
around  her ; sometimes  giving  vent  to  piercing  screams 
when  she  is  touched.  Pupils  contracted  and  equal.  Vomits 
fluids  given  by  the  mouth.  Passes  urine  and  faeces  in 
bed.  Hair  is  cut  off.  Ice  bag  applied  to  head.  Blistering 
fluid  to  nape  of  neck.  Dressings  changed.  Drainage  tube 
removed. 

8 p.m.  T.  101  '6°,  P.  114,  R.  13.  Had  4 oz.  nutrient  enema. 

4 oz.  urine  removed  by  catheter.  Vomited  some  brown 

fluid.  Had  hypod.  of  strych.  gr.)  and  digitaline 
(ih>  gr-)  at  5 P-m. 

12  p.m.  T.  99 -6°,  P.  122,  R.  15.  Swallowed  2 oz.  milk  in  sips. 
Vomited  3 oz.  odourless  brown  fluid.  Screamed  twice,  but 
was  not  so  tremulous  as  before. 

18th  May.  4 a.m.  T.  98  4°,  P.  120,  R.  20.  Has  had  8 oz.  nutrient 
enema.  Swallowed  2 oz.  milk.  Had  another  hypod. 
of  strych.  and  digital.  Has  passed  urine  and  faeces  in 
bed.  Screamed  once  and  cried  as  if  frightened. 

8 a.m.  T.  100-6°,  P.  120,  R.  20.  Has  sipped  1 oz.  milk.  Had 

4 oz.  nutrient  enema.  Has  cried  several  times.  Passed 

urine  and  faeces  in  bed. 

12  noon.  T.  100-8°,  P.  116,  R.  17.  Had  4 oz.  nutrient  enema. 
Hypod.  strych.  and  digital.  Catheter  has  been  kept  in 
bladder,  and  14  drachms  urine  caught  in  receiver.  Has 
been  moving  both  arms  and  legs,  and  swallowed  a little 
milk  now  and  again. 

4 p.m.  T.  100-2°,  P.  116,  R.  23.  Dressings  changed.  Is  more 
sensitive,  but  still  in  a stupid  condition.  Conjunctival 
reflex  present.  Pupils  widely  dilated.  Breathing  regular. 
Occasional  vomiting  of  yellow-coloured  fluid.  Passed  4£  oz. 


urine. 
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8 p.m.  T.  100-2°,  P.  103,  E.  22.  Had  ^ gr.  pilocarp.  nit.  at  4 
p.m.  Has  taken  4 oz.  milk.  Had  4 oz.  nutrient  enema. 
Skin  now  moist,  but  no  free  perspiration.  Passed  4\  oz. 
urine. 

12  p.m.  T.  100  2°,  P.  112,  E.  26.  Had  again  £ gr.  pilocarp.  and 
strycli.  and  digital.  Has  taken  5 oz.  milk.  Passed  3| 
oz.  urine.  Has  vomited  very  little.  Has  been  slightly 
restless,  and  has  tried  to  speak. 

19th  May.  4 a.m.  T.  99-8°,  P.  110,  E.  26.  Has  been  at  times  very 
restless,  tossing  from  side  to  side.  Is  now  sensible,  and 
answers  when  spoken  to.  Has  had  7 oz.  milk. 


The  crisis  was  now  past,  and  by  the  afternoon  of  the  19th 
the  intelligence  was  completely  restored,  appetite  and  the 
power  to  swallow  returned,  and  there  is  nothing  further  to 
note  in  the  future  course,  except  an  eruption  of  herpes  on  the 
lower  lip  on  the  morning  of  21st  May. 

There  can  be  little  doubt  that  the  phenomena  in  this  case 
were  due  to  uraemia,  and  in  that  view  the  following  points  are 
perhaps  worthy  of  special  note  : 

(1)  The  urine  was  rather  scanty  all  the  time.  It  was 
always  albuminous,  but  no  tube  casts  were  detected,  and  the 
albumen  was  never  in  large  amount.  The  scantiness  of  urine 
was  most  marked,  and  indeed  amounted  to  almost  complete 
suppression  in  the  twelve  hours  immediately  preceding  the 
marked  slowness  of  respiration  and  the  period  of  profound 
stupor  on  17th  May. 

(2)  The  first  marked  slowing  of  respiration  on  the  morning 
of  15th  May  followed  the  administration  of  morphia.  The 
next  hypoderm  of  morphia  was  succeeded  twenty-four  hours 
by  respiration  varying  from  sixteen  to  eighteen  per  minute. 
The  last  morphia  hypoderm  preceded  by  only  a short  interval 
the  most  marked  slowing  of  respiration  on  1 7 th  May. 

(3)  Scantiness  of  urine,  slowing  of  respiration,  and  stupor, 
seemed  to  coincide  in  time  and  vary  together. 

(4)  The  variations  of  temperature  and  pulse  did  not 
eorrespond  with  those  of  the  urine,  respiration,  and  stupor. 

(5)  Improvement  set  in  with  the  stoppage  of  morphia,  the 
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administration  of  strychnine  and  digitalis,  and  the  use  of 
counter-irritation  to  the  head. 

(6)  Improvement  was  hastened  (by  ?)  after  the  use  of 
pilocarpine. 


CASE  5. 

Rupture  of  extrauterine  pregnancy  at  fourth  month.  Severe  pain  and 
haemorrhage  for  seven  weeks.  Abdominal  section.  Removal  of  right 
tube,  placenta,  and  foetus.  Rapid  recovery. 

Mrs.  M‘T.,  aet.  24.  I para,  nine  years  ago.  Admitted  31st 
May,  1899. 

Report  on  Admission. — Seven  weeks  ago  patient  was 
suddenly  seized  with  a severe  pain  in  the  right  iliac  region, 
which  has  been  present  more  or  less  ever  since.  She  did  not 
faint  at  the  onset  of  the  pain,  which  came  on  when  she  was 
quietly  standing  in  her  room,  but  she  felt  sick  and  unfit  for 
any  exertion.  She  has  had  to  stay  in  bed  ever  since  on 
account  of  the  pain  and  weakness.  After  the  pain  came  on 
she  had  a reddish  vaginal  discharge,  which  came  on  almost 
immediately,  and  has  been  present  continuously  ever  since 
until  last  week,  when  it  entirely  ceased.  She  has  had  no 
rigors  nor  sweatings,  nor  pain  in  the  mammae. 

She  was  treated  by  her  doctor  for  a miscarriage,  but  as  she 
did  not  improve  she  was  sent  from  Islay  to  the  Western 
Infirmary,  where  she  remained  about  three  weeks.  During 
this  time  she  was  twice  under  chloroform,  but  her  case  was 
considered  a doubtful  one,  and  she  was  sent  back  to  her  home 
in  Islay  three  weeks  ago.  After  her  returu  the  pain  and  dis- 
charge were  very  severe.  She  vomited  a great  deal,  and  was 
unable  to  sleep.  Her  cries  were  so  distressing  that  the  whole 
neighbourhood  was  alarmed. 

In  the  vaginal  discharge  there  have  frequently  been  fleshy- 
like  masses,  like  blood-clot,  and  sometimes  even  like  skin. 
Patient  thinks  the  abdomen  has  slightly  increased  in  size  since 
she  was  in  the  Western  Infirmary. 
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Menstruation  had  always  been  regular  up  till  four  months 
before  the  onset  of  the  pain,  when  it  ceased.  Patient  at  this 
time  noticed  the  abdomen  becoming  larger,  but  had  no  morning 
sickness,  nor  did  she  think  that  she  was  pregnant. 

Physical  Examination. — Patient  is  thin  and  pale,  and  has 
a worn,  exhausted  expression.  Tongue  coated  with  a white 
fur.  Temp.  101°.  Both  mammae  secreting.  Lungs  healthy. 
A.S.  cardiac  murmur  with  accentuation  of  second  sound. 
Abdomen  large,  with  thick  walls  somewhat  prominent, 
especially  above  umbilicus.  Firm  mass  felt  occupying  centre 
and  left  side  of  abdomen  up  to  two  finger-breadths  below 
umbilicus,  somewhat  irregular  on  surface  One  part  especiall}7 
dense  lies  midway  between  symphysis  and  umbilicus,  more  to 
left  than  right  of  middle  line.  Percussion  is  clear  over  this 
down  to  about  2 inches  above  symphysis.  P.V.  cervix  is 
close  behind  symphysis.  Posteriorly  to  it  the  pelvis  is  com- 
pletely tilled  by  a firm,  slightly  doughy  mass  presenting  an 
irregularly  rounded  surface.  Sound  passes  in  ordinary 
direction  2b  inches.  Flexible  bougie  introduced  passes  4 
inches,  and  causes  a slightly  sick  feeling.  Very  little 
tenderness. 

There  was  no  doubt  about  the  diagnosis  of  this  case.  The 
only  thing  calculated  to  throw  doubt  upon  it  was  the  fact 
that  the  patient  had  been  so  recently  examined  by  a specialist 
in  gynaecology,  who  had  first  regarded  the  case  as  one  of 
retroverted  pregnant  uterus,  and  then  as  possibly  some  cystic 
condition.  These  are  familiar  mistakes  in  the  diagnosis  of 
extrauterine  pregnancy,  and  the  fact  that  they  had  been  made 
indicated  that  the  haematocele  had  been  present  in  this  case 
all  the  time. 

After  admission  the  patient  continued  in  great  distress,  and 
only  found  relief  from  frequently  repeated  hypodermics  of 
morphia.  On  3rd  June  the  tumour  was,  if  anything,  larger, 
and  we  feared  some  fresh  haemorrhage  might  be  occurring. 
Accordingly,  3rd  June,  under  chloroform,  abdominal  section. 
Large  mass  of  blood-clot  and  placental  tissue  connected  with 
right  tube  removed.  Partially  macerated  foetus  enclosed  in 
membranes,  evidently  about  the  age  of  three  months,  was  found 
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in  the  centre  of  the  mass.  There  was  almost  no  haemorrhage, 
and  after  washing  out  the  cavity  a glass  drainage  tube  was 
left  in. 

Patient  was  at  once  relieved  of  her  suffering,  and  next 
morning  had  nothing  to  complain  of  except  want  of  food  ! 
The  drainage  tube  was  removed  on  5th  June.  Sutures  were 
removed  on  14th  June,  and  patient  went  home  on  22nd  June. 

It  is  a curious  fact  that  immediately  after  her  return  to 
Islay,  another  case  of  extrauterine  pregnancy  was  sent  to  us 
from  that  island. 


CASE  G. 

Case  of  early  right-sided  tubal  pregnancy , ruptured  two  months  before 
admission.  Continuous  pain  and  haemorrhage.  Abdominal  section. 
Removal  of  both  right  and  left  adnexa.  Uninterrupted  recovery. 

Mrs.  M‘Q.,  aet.  31.  VI  para,  last  a year  ago.  Admitted  1st 
July,  1899. 

Report  on  Admission. — Patient  has  a dull  heavy  expression 
— is  well  developed — tongue  clean — teeth  good.  Complains  of 
pain  in  the  right  iliac  region,  accompanied  by  haemorrhage. 
This  discharge  came  on  about  two  months  ago,  and  has  been 
present  more  or  less  ever  since.  The  pain  did  not  come  on 
until  a few  days  after  the  discharge  appeared.  Patient  had 
her  last  child  a year  ago.  It  died  a fortnight  after  birth, 
owing  to  “ pains  and  weakness.”  Since  that  time  she  has 
never  felt  quite  so  well  as  formerly,  although  there  was 
nothing  definitely  wrong.  Since  the  onset  of  the  discharge 
she  has  felt  weak,  but  has  been  able  to  go  about  her  work. 

Menstruation  had  been  perfectly  regular,  the  discharge 
cominof  on  about  the  time  menstruation  was  due.  Defaecation 
has  been  painful,  and  for  the  last  few  days  she  has  passed 
mucus  by  the  rectum,  but  no  blood.  When  the  pain  was  very 
severe  patient  felt  sick,  but  did  not  faint. 

Physical  Examination. — Urine  sp.  gr.  1030,  acid.  Trace  of 
albumen.  Pulmonary  signs  normal.  Cardiac  A.S.  murmur. 
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Abdomen  has  lax  flabby  walls,  somewhat  protuberant  in  lower 
part,  especially  above  the  pubis,  where  on  palpation  a firm 
mass  is  felt,  presenting  a rounded  prominence  situated  a little 
to  the  right  of  the  middle  line,  continuous  with  a firm  some- 
what  irregular  mass  passing  backwards  towards  the  promon- 
tory and  leftwards  towards  the  A.S.  spine.  The  rounded 
prominence  above  mentioned  can  be  moved  in  a lateral 
direction  without  causing  pain.  The  greatest  pain  is  caused 
by  pressing  along  the  right  border  of  the  mass.  P.Y.  cervix  is 
immediately  behind  the  pubis,  being  pressed  forward  by  a very 
firm  uneven  mass  filling  Douglas’  pouch  and  passing  across  on 
both  sides  to  the  wall  of  the  pelvis.  Very  little  movement 
can  be  communicated  to  it  bimanually.  Palpation  is  much 
less  painful  than  per  abdomen.  Sound  passes  2|  in.,  entering 
the  rounded  prominence  above  mentioned  lying  behind  pubis. 

At  operation  on  7th  July  the  pregnancy  was  found  con- 
nected with  the  right  tube.  This  with  the  haematocele  was 
removed.  Right  tube  was  also  removed,  being  found  closed 
and  cystic.  Glass  drainage  tube  was  left  in  Douglas’  pouch. 

Recovery  was  unmarked  by  any  accident.  From  the  day  of 
operation  patient  was  completely  relieved.  The  drainage  tube 
was  removed  next  day,  the  sutures  on  17th  July,  and  the 
patient  went  home  on  25th. 

It  is  a striking  illustration  of  the  frequency  of  this  disease 
to  find  two  cases  occurring  in  one  little  western  island,  and 
with  less  than  a month’s  interval  between  them. 


SOME  RECENT  NOTEWORTHY  CASES  OF  MYOMA. 

CASE  7. 

Postclimacteric  submucous  myoma  protruding  at  vulva ; gangrenous  ; re- 
moved per  vaginam  by  morcellement. 

Mrs.  C.,  aet.  48.  V para,  last  twenty  years  ago.  Admitted 
7th  April,  1899. 
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Report  on  Admission. — Patient  has  a yellow  tinged  com- 
plexion with  marked  anaemia  of  skin  and  mucous  membranes, 
is  flabby  and  exhausted  looking.  She  states  that  about  five 
years  ago  she  felt  a bearing  down  pain  in  abdomen  accompanied 
by  a swelling  to  the  left  of  the  hypogastrium.  The  swelling 
gradually  increased  in  size,  and  was  associated  with  severe 
floodings  at  the  menstrual  periods.  For  about  three  years 
before  this  she  had  noticed  that  menstruation  occurred  every 
fortnight,  with  an  increase  in  the  quantity  of  the  flow.  She 
was  sent  into  the  Western  Infirmary  in  March,  1895,  but  was 
only  treated  with  medicines,  as  operation  was  considered 
inadvisable.  At  first  when  she  went  into  the  Infirmary  she 
had  an  attack  of  haemorrhage,  but  this  did  not  return  for 
some  time  after  leaving,  and  was  only  present  to  a slight 
degree,  being  caused  by  any  undue  exertion.  Menstruation 
ceased  about  a year  ago,  and  she  felt  fairly  well  till  about  six 
months  ago,  when  she  noticed  the  abdominal  swelling  increasing 
in  size.  During  the  last  year  she  has  noticed  a slight  stain  on 
her  linen,  but  no  haemorrhage  has  been  present.  On  the  day 
of  admission  she  had  a discharge  resembling  menstruation. 
Micturition  is  frequent  and  accompanied  by  a burning  pain 
during  the  flow;  the  quantity  of  urine  is  very  small. 

Physical  Examination.  — Nothing  abnormal  in  thorax. 
There  is  a large  tumour  in  the  umbilical  and  hypogastric 
regions  chiefly  marked  to  the  left  of  the  middle  line.  It  is 
solid  in  consistency,  not  tender  to  palpation,  and  somewhat 
movable  from  side  to  side.  P.V.,  there  is  a large  pendulous 
irregular  mass  protruding  from  the  vulva,  sloughing  on  the 
surface  and  giving  a very  disagreeable  odour. 

As  patient  was  evidently  suffering  from  septic  absorption, 
the  sloughing  surface  was  at  once  removed  by  curette  and 
scissors,  and  iodoform  dressing  applied.  Next  day  a large 
portion  of  the  tumour  filling  the  vagina  was  removed  by 
morcellement,  and  the  iodoform  packing  renewed.  From  the 
size  of  the  tumour  I at  first  thought  that  it  would  be 
impossible  to  remove  it  per  vaginam,  and  resolved  on  an 
abdominal  hysterectomy.  In  view,  however,  of  the  risk  of 
peritoneal  infection  from  the  necrotic  mass,  I resolved  to  make 
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another  attempt  per  vaginam,  and  on  24th  April  was  fortunate 
enough  to  get  the  whole  tumour  away  piecemeal.  It  proved 
to  be  a purely  submucous  tumour,  springing  mainly  from  the 
posterior  wall  of  the  uterus,  and  after  I had  removed  about 
three-fourths  in  pieces  varying,  say,  from  a plum  to  a turkey’s 
egg  in  size,  the  remainder  of  the  tumour  easily  shelled  out  of 
its  capsule.  There  was  very  little  bleeding,  and  the  wall  of  the 
uterus  was  unwounded.  The  cavity  left  was  packed  with  iodo- 
form gauze.  Patient  was  out  of  bed  six  days  after,  and  went 
to  the  Convalescent  Home  on  5th  May.  She  has  rapidly  and 
to  a remarkable  degree  regained  colour  and  strength.  The 
whole  weight  of  the  tumour  removed  was  about  3|  lbs. 


CASE  8. 

Myomata  complicated  with  ovarian  cyst.  Removed  by  abdominal  section. 

Mrs.  R.,  aet.  41,  nullipara.  Admitted  17th  April,  1899. 

Report  on  Admission. — Patient  last  July  took  a very  severe 
pain  in  the  hypogastric  and  both  iliac  regions  during  the  act 
of  micturition.  This  pain  was  so  severe  that  she  had  to  keep 
her  bed  for  some  days  afterwards  and  have  hot  fomentations 
and  poultices  applied.  After  that  she  was  for  a time  in 
Ward  II. 

After  the  onset  of  the  pain  she  observed  a small  swelling  on 
the  right  side.  It  increased  in  size  during  her  residence  in 
Ward  II.,  and  has  been  gradually  getting  larger  ever  since, 
and  spreading  over  the  abdomen.  There  has  been  occasional 
retention  of  urine  with  very  severe  pain  on  micturition. 
Menstruation  has  been  quite  regular,  but  since  the  onset  of 
above  symptoms  the  discharge  has  been  more  profuse,  and 
accompanied  by  pain  in  the  lumbar  region.  Leucorrhoea  has 
also  been  present.  With  the  exception  of  palpitation  of  the 
heart  the  patient  has  always  been  healthy.  Before  admission 
patient  suffered  from  retention  of  urine  for  three  days,  the 
catheter  having  to  be  passed.  Last  menstruation  occurred 
last  week,  but  just  before  admission,  and  at  present  patient 
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has  a slight  discharge.  At  the  onset  of  the  symptoms  she  had 
swollen  feet  and  legs.  There  is  no  history  of  menorrhagia. 
Usually  the  period  lasts  three  days  and  recurs  at  monthly 
intervals. 

Physical  Examination. — Patient  is  of  a sallow  complexion, 
thin,  with  furred  tongue.  Urine  1018,  pale,  and  showing  trace 
of  albumen,  with  a few  tube  casts.  Second  cardiac  sound  is 
accentuated.  Abdomen  protuberant  all  over,  but  especially  in 
the  hypogastric  region  and  in  the  right  renal  region.  Palpation 
reveals  a firm  mass  with  irregular  contour,  which  on  deep 
palpation  can  be  distinctly  recognized  as  consisting  of  two 


parts  corresponding  to  the  bulgings  of  the  abdomen  evident 
on  inspection.  Percussion  over  hypogastric  tumour  is  dull, 
but  over  portion  in  right  side  is  clear,  except  in  the  centre, 
where  it  is  perfectly  dull.  Tumour  mass  is  movable,  especially 
the  portion  in  the  right  side,  which  can  be  displaced  fully  two 
inches  towards  the  left.  Just  at  the  umbilicus  is  a very  firm 
nodule  projecting  upwards  between  the  mass  in  the  hypo- 
gastrium  and  that  in  the  right  side.  P.V.  finger  introduced 
into  vagina  comes  at  once  upon  a rounded  mass  filling  the 
upper  part  of  the  vagina,  the  wall  of  which  is  continuous  all 
round  with  the  wall  of  the  vagina.  On  the  apex  of  this  mass 
is  a small  circular  opening  resembling  the  os  externum,  but  not 
surrounded  by  any  portio  vaginalis.  Sound  introduced  through 
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this  opening  passes  easily  3 inches  in  ordinary  direction, 
leaving  main  mass  of  tumour  behind  it.  Movement  can  be 
communicated  to  the  whole  mass.  When  the  upper  end  of  the 
tumour  is  drawn  in  one  direction,  the  lower  end  passes  in  the 
other. 

On  May  3rd  abdominal  section  was  performed.  Besides  the 
myomatous  tumours  discovered  by  physical  examination,  the 
left  ovary  was  found  transformed  into  a cyst  (tubo-ovarian) 
about  the  size  of  a large  fist  and  somewhat  irregular  in  contour, 
close  above,  behind,  and  to  the  left  of  the  apex  of  the  central 
tumour.  Becovery  was  complicated  with  an  attack  of 
pneumonia,  but  patient  left  hospital  for  the  Convalescent 
Home  on  23rd  May. 

The  relations  and  distribution  of  the  tumour  in  this  case 
were  peculiar.  The  large  mass  which  descended  into  the 
pelvis  and  had  the  cervix  stretched  along  its  anterior  surface 
was  apparently  cervical  in  origin.  The  mass  in  the  right 
lumbar  region  was  chiefly  the  body  of  the  uterus.  The  ovarian 
cyst  lying  mainly  to  the  left  of  the  vertebral  column  and 
below  the  level  of  the  myomata  was  too  deep  in  the  abdomen 
to  be  detected  on  examination.  The  sound  which  passed  3 
inches  evidently  only  passed  along  a part  of  the  cervix,  and 
did  not  reach  the  body  of  the  uterus  at  all.  We  are  usually  in 
the  habit  of  exploring  with  a flexible  bougie  in  these  cases, 
but  in  this  particular  case  we  had  not  done  so,  and  had  there- 
fore inferred  that  the  right-sided  tumour  was  a subserous 

o 

myoma  connected  somewhat  loosely  with  the  uterus  below, 
which  we  supposed  the  sound  had  entered. 


CASE  9. 

Myoma  of  uterus  complicated  with  absence  of  one  kidney  and  large  calculi 
completely  filling  the  other.  Abdominal  hysteromyomectomy.  Death 
from  suppression  of  urine. 

M.  M.,  aet.  27,  unmarried.  Admitted  1 1th  May,  1898.  Com- 
plains of  swelling  of  abdomen:  first  noticed  about  eleven 
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months  ago.  It  was  felt  at  first  in  the  left  side,  and  low  down, 
but  varies  in  position,  being  higher  up  in  the  mornings  before 
she  rises  from  bed.  She  does  not  think  it  is  larger  since  it  was 
first  observed,  but  it  is  harder.  Since  this  illness  began  she 
has  got  much  thinner,  and  has  lost  colour.  Except  on  micturi- 
tion she  has  no  pain,  and  it  is  at  her  periods  that  the  pain  is 
marked.  Durino-  the  last  eleven  months  menstruation  has 

O 

come  every  two  or  three  weeks,  and  has  been  excessive  in 
amount,  but  is  seldom  painful,  except  when  clots  are  passed. 
There  is  no  offensive  odour. 

Physical  Examination. — Urine  alkaline,  muddy,  sp.  gr. 
1010,  distinct  albumen,  considerable  pus.  Soft  V.S.  murmur 
at  cardiac  apex.  Lower  abdomen  occupied  by  tumour,  upper 
border  of  which  is  on  a level  with  the  umbilicus,  firm  but 
somewhat  cystic  in  consistence — very  freely  movable  both  in 
vertical  and  horizontal  directions,  movement  giving  rise  to 
some  pain  in  left  iliac  region,  where  there  is  also  some  tender- 
ness to  pressure ; vertically  tumour  can  be  raised  into  left 
hypochondrium.  P.V.  uterus  and  tumour  are  closely  amalga- 
mated, filling  right  side  of  pelvis  and  passing  towards  Douglas’ 
pouch.  Left  fornix  is  free,  and  uterine  cavity  lies  to  left  of 
and  below  the  tumour. 

At  operation  on  1 6th  May  the  tumour  was  found  to  be  an 
interstitial  myoma  of  the  anterior  uterine  wall.  Uterus  and 
appendages  were  removed,  and  stump  stitched  over  and 
covered  with  peritoneum.  For  the  first  twenty-four  hours  31 
oz.  of  urine  were  passed,  and  except  for  a markedly  feeble  and 
rapid  pulse,  the  patient  seemed  exceedingly  favourable.  In  the 
next  twenty-four  hours  only  16  oz.  of  urine  were  passed,  but 
bowels  were  freely  moved ; and  except  that  the  pulse  had 
become  more  rapid  and  feeble,  there  was  nothing  to  suggest 
the  perilous  position  of  the  patient.  In  the  next  twenty-four 
hours  no  urine  whatever  was  passed,  and  the  bladder  was 
found  empty  when  the  catheter  was  used,  and  during  the 
remaining  thirty-four  hours  of  life  only  3 oz.  were  secreted. 
Hot  poultices  over  the  loins,  tinct.  digitalis,  hypoderms  of 
ether,  strychnia,  etc.,  oxygen  inhalation  at  hourly  and  half- 
hourly  intervals  were  all  tried  without  efiect.  Except  for 
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slight  restlessness  and  frequent  vomiting  there  were  no 
nervous  symptoms,  and  the  patient  gradually  sank,  the  pulse 
becoming  imperceptible  for  some  time  before  death  occurred. 

We  attributed  the  fatal  issue  to  uraemia  from  suppression 
of  urine,  although  there  had  been  no  distinctly  uraemic 
symptoms.  But  the  autopsy  revealed  a most  remarkable 
condition  of  the  urinary  organs.  “ The  right  kidney  was 
greatly  enlarged,  enormously  distended  in  its  pelvis  and 
calices,  and  tilled  with  numerous  calculi,  one  of  them  being 
very  large,  and  branched  or  lobulated.  The  left  kidney  was 
greatly  atrophied  (no  secreting  structure  whatever  was  left, 
and  the  organ  was  hardly  existent  at  all,  J.  K.  K.),  pelvis 
much  distended,  and  the  ureter  at  its  junction  with  the  pelvis 
is  blocked  by  a group  of  small  rough  calculi  and  a villous 
tumour  in  which  the  calculi  appear  to  be  entangled.  Bladder 
and  stump  of  uterus  present  very  healthy  characters ; the 
stump  appears  in  process  of  healing.” 

The  patient  had  evidently  for  some  years  been  living  with 
only  one  active  kidney,  and  even  this  active  kidney  was  com- 
pletely occupied  by  calculous  formation,  over  which  the  renal 
tissue  was  spread  out  in  a thin  layer.  The  calculus  in  this 
kidney  might  properly  be  called  enormous,  and  we  could  not 
explain  to  ourselves  how  we  had  missed  it  in  our  examination 
of  the  abdomen.  The  pyuria  we  had  attributed  to  cystitis 
instead  of  referring  it  to  a renal  condition,  and  had  therefore 
probably  examined  the  renal  region  less  carefully  than  we 
ought. 


CASE  10. 

Myoma  of  fundus  uteri , assuming  unusual  position  in  pelvis.  Ab- 
dominal myomectomy.  Favourable  course. 

Mrs.  J.,  aet.  29,  nullipara.  Admitted  19th  October,  1898. 
Report  on  Admission. — Patient  is  well  nourished.  Face 
rather  dark  in  complexion,  cheeks  well  Hushed  with  blood. 
For  the  last  year  she  has  been  in  poor  health,  and  at  her 
menstrual  periods  has  suffered  from  cramp  in  the  abdomen. 
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Occasionally  she  has  pain  in  the  right  side.  The  duration  and 
amount  of  menstrual  discharge  have  been  diminishing  of  late. 
There  is  no  leucorrhoea  or  intermenstrual  discharge.  For 
about  the  same  time  she  has  noticed  “a  lump  in  her  womb,” 
which  has  grown  rapidly  in  the  last  six  months.  Patient 
thinks  it  has  doubled  in  size  in  this  time,  but  her  doctor  does 
not  think  there  is  much  change  since  he  saw  it  several  months 
ago.  Patient  states  that  when  she  changes  her  position  the 
tumour  also  changes,  always  falling  over  to  the  lower  side. 


Physical  Examination, — In  lower  part  of  the  abdomen, 
and  chiefly  to  right  of  middle  line,  is  a very  hard  mass  with 
irregular  surface  reaching  to  about  an  inch  and  a half  above 
the  level  of  the  umbilicus,  while  its  lower  border  corresponds 
to  Poupart’s  ligament.  It  measures  longitudinally  5|  inches, 
and  transversely  44  ; its  left  border  is  an  inch  to  left  of  middle 
line.  It  can  be  displaced  laterally  and  without  causing  pain 
until  its  left  border  reaches  34  inches  to  left  of  middle  line. 
It  can  also  be  displaced  upwards  till  its  upper  border  reaches 
2 inches  above  level  of  umbilicus.  This  displacement  is 
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effected  without  pain.  P.V.,  the  lower  zone  of  the  mass, 
which  is  irregular  on  the  surface,  is  felt  to  occupy  the  right 
side  of  the  pelvis,  and  is  closely  applied  to  the  side  of  the 
uterus,  the  portio  vaginalis  being  displaced  towards  the  left 
pelvic  wall.  The  sound  passes  inches  along  the  left  side  of 
the  tumour. 

On  24th  October  the  tumour  was  removed.  It  was  found 
to  be  connected  with  the  fundus,  and  its  apparent  situation  on 
the  right  side  of  the  uterus  was  due  to  its  bending  completely 
over  and  lying  along  the  right  border  of  the  uterus  instead  of 
as  usual,  projecting  upwards  from  the  fundus  into  the  abdomen. 
When  it  was  raised  out  of  the  pelvis,  the  tumour  and  uterus 
were  continuous  in  the  vertical  direction.  This  flexible 
character  was  perhaps  connected  with  the  peculiar  structure  of 
the  myoma,  which  was  not  like  any  other  I have  seen.  It  was 
composed  of  softer  and  firmer  parts,  and  the  softer  parts  looked 
as  if  squeezed  out  here  and  there  into  masses  projecting 
between  the  firmer  strands,  of  which  the  bulk  of  the  tumour 
was  composed.  On  microscopic  examination,  however,  the 
usual  appearance  of  myoma  was  found. 


